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*Military PSNU data are non-public
Abbreviations and Acronyms

AGYW Adolescent Girls and Young Women (aged 124)
ANC Antenatal Clinic

APR Annual Progress Report

ART Antiretroviral Therapy

ARV Antiretroviral Drugs

CAC Client-led Community Adherence Clubs

CADRE Cyclical Acquired Drug Resistance Patient Monitoring
CCBHS Comprehensive Community BasedHealth Services
CDC Centers for Disease Control and Prevention

CLHIV Children Living with HIV

CMS Central Medical Stores

COoDB Cost of Doing Business

COP Country Operational Plan

CSO Civil Society Organization

CXCA Cervical Cancer

DMPPT Decision Makers Program Planning Tool

DREAMS Determined, Resilient, Empowered, AIDSfree, Mentored, and Safe Women
EDT Electronic Dispensing Tool

EID Early Infant Diagnosis

ePMS electronic Patient Management System

EPOA Enhanced Peer OutreachApproach

EQA External Quality Assurance

FAST Funding Allocation to Strategy Tool

FELTP Field Epidemiology and Laboratory Training Program
FSW Female Sex Worker

FY Fiscal Year

G2G Government to Government

GBV Genderbased Violence

GF Global Fund

GFATM The Global Fund to Fight AIDS, Tuberculosis and Malaria
GNI Gross National Income

GRN Government of the Republic of Namibia

HCMS Human Capital Management System

HCW Health Care Worker

HEI HIV-exposed Infant

HIVST HIV Self-Testing

HR Human Resources

HRH Human Resources for Health

HTS HIV Testing Services

HSS Health Systems Strengthening

IBBS Integrated Biological and Behavioral Surveillance Survey
ICD International Classification of Diseases

IEC Information, Education, and Communication

i|Page



IHME
IM

IPV
ISME
KP
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RTK
SDS
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SoP
SRH
STI
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Institute of Health Metrics and Evaluation
Implementing Mechanism

Intimate Partner Violence

Implementation Subject Matter Expert

Key Population

Locally employed staff

Lesbian, Gay, Bisexual, Transgender, Intersex

Monitoring and Evaluation

Maternal and Child Health

Multiple Drug Resistant

Millennium Development Goal

Monitoring, Evaluation and Reporting

Ministry of Gender Equality, Poverty Eradication and Social Welfare
Ministry of Health and Social Services

Men who have Sex with Men

Ministry of Sports, Youth and National Services
Mother-To-Child Transmission

Namibian Dollar

Namibia Population-Based HIV Impact Assessment

National AIDS Spending Assessment

Namibia Demographic and Health Survey

New Embassy Compound

National Health Force Accounts

Nurse-Initiated and Managed ART

National Institute of Public Health

National Strategic Framework

Office of the U.S. Global AIDS Coordinator

Outpatient Department

Orphans and Vulnerable Children

5838 O0OAOEAAT 060 %wi AOCAT AU 01 Al
Provider-Initiated Testing and Counseling
Priorities for Local AIDS Control Efforts
People Living with HIV and AIDS
Prevention of Mother-to-Child Transmission
Point-of-Care

Pre-Exposure Prophylaxis

Quality Assurance

Quality Management

Rapid Test Kit

Strategic Direction Summary
Sustainability Index Dashboard

Strategic Information

Site Improvement through Monitoring System
Sub-National Unit

Standard Operating Procedure
Sexual and Reproductive Health
Sexually Transmitted Infection
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WHO
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TB Preventive Therapy

Technical Working Group
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Joint United Nations Program on HIV/AIDS
U.S. Agency for International Development
United States Dollar

United States Government
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Namibia is estimated to be at 9497-93 as defined by the UNAIDS 9595-95 treatment cascade,
one of the first high burden countries to approach epidemic control. COP22is about sustaining
the impact of years of investment and partnership with the Namibian government and other
stakeholders by employing targeted and innovative approaches to prevent new infections, reduce
mortality rates, and strengthen the health system toendure the impact of unexpected external
shocks, while still providing person-centered health services.

Primary gapsin HIV diagnosis continue to exist among children aged less than 9 years old, and
males aged 2034 years Prevention measures need to beonsidered holistically, with particular
focus on pregnant and breastfeeding women and their babies, and adolescent girls and young
women, as well as facilitating improved treatment coverage and adherence among men. Atthe
same time, the latest models slow a slight increase in deaths among PLHIV, driven by ce
infections with COVID -19 and TB, and key measures in COP22 will introduce and reinforce key
measures to reduce mortality.

INCOP220 %0 &! 2 . AT EAEA38O BOT COAI AOAAO mie®dss With ET OAC
the community, facility, and health system partners successfully providing comprehensive
services. Additionally, COP22 demonstrates increased above site focus to improve systems and

sustainability model is expected to continue to increase domestic ownership, financial
responsibility, and quality of care with successful outcomes.

Innovative program highligh ts included in COP22 that both address primarygaps in prevention
and treatment and also focus on improving systems and processes for sustained impaitclude:

1 Address case finding gaps using index testing, seliesting, and recency testing to reach
priority populations (e.g. men aged 20629).

1 Improve TB case finding through improved screening and facilitating continuous access to
molecular diagnostics

1 Implement the MOHSS Quality Management (QM) Strategy and expand Continuous
Quality Improvement collaborative initiatives to sustain program gains acrossthe TB/HIV
cascade.

1 Optimize ART regimens and achieve viral load suppression in over 95% of all sub
populations.

=

Develop a more sustainable DREAMS program while expanding to new districts.

1 Enhance sexual violenceprevention and response,and HIV prevention interventions,
linking at least 90% of HIV positive children to the comprehensive OVC program.

=

Increase PrEP scalaip among all target populations.

1 Above site sustaining impact:
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implement laboratory network optimization and reduce turnaround time
facilitate movement to the latest laboratory testing platforms

support MOHSS efforts to improve data quality (i.e., timeliness, completeness,
accuracy)

improve access and use of data to support the MOHSS QM strategy
automate processes to streamline data etny, processing, and analysis

ensure continuous availability of commodities at the facility level



accelerate modernization of the supply chain

support ongoing MOHSS restructuring process

scale up the Human Resource Information System and use of HRH data
strengthen MOHSS capacity to contract to non-government entities
support interoperability of all SI systems

O O o0OO0OOo

The goals of COP22 are evident: 1) reducing mortality among PLHIV, by improving adherence on
ART, TB case finding and treatment, and COVID19 vaccindion; and 2) preventing new infections
among children and AGYW through DREAMS, EMTCT and similar initiatives;and 3) increasing
focus on improving systems and processes for long term sustained impact. By the end of COP22
PEPFAR Namibia will put an addiional 14,958 PLHIV on treatment and ensure 191,548 of the total
expected 217,378 PLHIV on treatment will be virally suppressedeaffirming that Namibiais on a
truly successful path to sustaired impact.
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2.1Summary statistics, disease burden and country profile

Namibia is a sparsely populated desert country of 2.6 million people (Namibia Statistics Agency
(NSA), Population Projections 201122041) with an area more than twice the size of Germany. The
population is concentrated in small urban areas scattered throughout the country, particularly in
the north near the border with Angola (see Figure 2.1.1). Urbanization continuesxtincrease
rapidly at a rate of 3.64% (ClAFactbook 2022), and
urban population was projected to surpass the rural

population for the first time everin 2019. Namibia PEPFAR Population Density
by Constituency

Namibia is an uppermiddle income country with a
gross national income (GNI) per capita of $ 9,190 e 4
(World Bank, 2020), but with starkly unequal income
distribution. . Al E A EnicGefficient is 0.59, while
its Palma Ratio at 5.8, both near the highestin the
world (UNDP HDR statistical update 2020). 3 -
According to a 2012 assessment of poverty dynamics ir
Namibia, approximately 29% of people in Namibia are

poor (living on less than 30/day Namibian Dollars N .

(NAD) and more than 15% are severely poor (living on w¢>s BEPRISHATOEINGY
less than NAD 22/day). Unemployment is estimated Y -

at 33.4%, down from 34% two years earlier (NSA Labor [rp——

Force Survey 2018). | AR, A = bl

The country made great strides in attaining the
Millennium Development Goals (MDG ) related to
access to education, gender parity in education, and
health. Namibia achieved impressive results in
immunization and nutrition of children, bringing down under -five deaths from 4,200 per year in
1990 to less than 3,000 in 2013: child mortality rates were 45.2 deaths per thousand live births in
2016 (UN Inter-Agency Group for Child Mortality, 2016). Namibia launched the Sustainable

Figuré 2.1.1 Population Dren'sity by Conétituency
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Development Goals agenda in 2016, which builslon the MDGsand goesfurther in addressing the
root causes of poverty and the universal need for development that works for thpeople.

According to the Institute of Health Metrics and Evaluation (IHME), HIV/AIDS remains the
leading cause of death in Namibia, as shown in Figure 2.1.2.

Fig 2.1.2. Top Causes of Death in Namibia (2019)

2009 2019 % change, 2009-2019

Hiv/AIDs @)—€P Hv/ADS -31.3%

Lower respiratory infect e., - Stroke 13.1%
/'.,/ ) . o

Stroke ‘e Lower respiratory infect -0.6%

Tuberculosis o\)/ Ischemic heart disease 22.3%

Ischemic heart disease * . Neonatal disorders -16.29%

Neonatal disorders 6 Tuberculosis -28.7%

Diarrheal diseases o../_/ Diabetes 21.2%

Diabetes - "e Diarrheal diseases -22.7%

Road injuries —_— Road injuries 7.1%

COPD —————— COPD 9.3%

Source: IHME http://www.healthdata.org/namibia

Namibia has been accelerating progress towards HIV epidemic control, and at the end of fiscal
year (FY) 21, over 97% of the estimated 215,889 PLHIV in Namibia will be on ART.
New HIV infections have halved since 2004, ad life expectancy increased by seven years, from 56

ET &l 1i OI 0¢ ET ai Yy j71 01 A "ATEQS8 4EA 1T OAOT |/

leadership has also resulted in Namibia achieving high HIV treatment and prevention of mother
to child transmission (PMTCT) coverage levels, and rapidly adopting new international guidelines
and best practices. Of note, given the high tuberculosis (TB)/HIV cainfection rate (32%) in the
country, Figure 2.1.2 may underestimate deaths due to TB because when an Hpésitive person
dies from TB disease, the underlying cause of death is classified as HIV in the International
Classification of Diseases system (ICE10).ICD-11 coding training has been completed at the sub
national level and physicians have largely caught up vth the backlog of uncertified deaths in the
e-death data system, which upon completion would precipitate a comprehensive mortality
analysis

HIV Prevalence and Incidence

Namibia has a generalized HIV epidemic, with 8.45% of the general population living wih HIV
(2022 Spectrum Model). HIV/AIDS will be responsible for an estimated 3,165 deaths in 2022 (see
Table 2.1.1), and the disease remains the leading cause of death among adults and children under
five years of age (Republic of Namibia Report on Mortaty and Causes of Death, 2022017 Edition
1). Among adults (>25 years of age), women bear a disproportionate burden of the HIV epidemic,
with a prevalence of 19.16% compared to 13.46% for men (see Table 2. Although data are only
now becoming availalde on sexspecific positivity rates among children, the infection rates are
identical for females and males at an estimated 0.77%kemale children under 15 years of age
account for 3.2% of new infections per year, similar to male children 3.3%According to the 2022
Spectrum Model, the highest proportion of estimated new infections is among women older than
25 years, accounting for 33.1% of new infections, followed by women-23 years at 28.8% of new
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infections and then men older than 25 years old at 28% of the new infections per year(2022
Spectrum Model).

Figure 2.1.3 Trending Towards Epidemic Control

Namibia’'s Road to HIV Epidemic Control
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Year Source: Spectrum February 2022

Treatment Coverage

The results from the 2017Namibia Population-Based HIV Impact Assessment (NAMPHIA) survey
indicate that most people who test positive for HIV start treatment and generally remain on
treatment. Ninety seven percent of people aware of their HI\(positive status were on
antiretroviral therapy (ART). Of those, NAMPHIA laboratory data confirms that 91% of people
who report being on ART are virally suppressed. Since the introduction of ART in 2003, the
number of PLHIV on ART has increased annually, from 75,681 in 2010 to approximatel5,677in
2022 (see Table 2.1.2pata disaggregated by age and sex illustrate that the proportional
treatment gap is highest among young men 124 and older men 25+ years. Namibia has made
incredible strides in its HIV/AIDS response, with a treatment coverage of 97% among PLHIV
knowing their status by December 2021 (including private sector on treatment).However,
treatment coverage variations exist by district. While almost all districts now have estimated ART
coverage exceeding 80%, there are a fewstricts such as Windhoek and Rosh Pinah which lag
significantly behind others.

Prevention of Mother-to-Child Transmission (PMTCT)

During the height of COVID -19,there wasa 17% increase in the number of pregnant women
attending antenatal care (ANC) sites As of FY21 Q3, this number began to decrease, and as of
FY22 Q1the numbers are returning to pre-COVID numbers. In FY22 Qldata shows there ishigh
uptake of maternal testing at ANC1 at 98%.For pregnant women newly tested at ANC1, the
testing yield is 2%; for women who were negative at ANC1 and retested in the maternal period,
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the testing yield is 4% yield. ART coverage among pregnant women continues to be high at 97%,
with a documented viral load coverage at 55% (note this low number may be a docuentation

issue and is being interrogated). EID coveragefor 2-month sis 75% and 12anonth coverage is

94%. And in Q1, 31 infants tested positive (Figure 2.1.4nfant HIV case identification through

EID is a Namibian policy, but execution remains a chalenge. $ T AOT AT OAQET 1T 1 £ Al
HIV outcome is poor. In FY21, PEPFAR Namibia supported 284 sites, addressing >90% of national
PMTCT and EID needs.

Maternal retesting continues to lag behind the recommended schedule. According to the national
guidelines, a woman who is pregnant or breastfeeding should be rg¢ested every three months
until the cessation of breastfeeding. Currently, only 3% of pregnant and breastfeeding women
(PBFW) were documented as retested, defined by at least one test since ¢l tested negative at
ANCL1. This is likely to be due to poor documentation, or slow uptake of this guideline and the
challenges PBFW experience that may create barriers to getting easily testedOHSS PMTCT
program data gives a higher number for retestirg at 30%; the national program is currently
undergoing data verification to assess the accuracy of the dataln order to adequately capture
seroconversion rates and prevent motherto-child transmission, there is need to scale both
retesting and documentation. The low rate of retesting is of major concern, as these mothers are
at substantially higher risk of transmitting HIV to their infants. Increased efforts are needed to
diagnose pregnant women earlier so thg can start ART with enough time to reach viral
suppression before delivery.

To address the current program gapsthe implement ation of facility -level QI activities at 35 high
volume PMTCT sites began in February 2022The aim of this QI collaborative is to increase
maternal retesting, viral load testing, early infant testing, and final-outcome testing and
documentation. In COP22,PEPFAR Namibiawill expand these QI activities to more sites and
include PrEP initiations among HIV-negative PBFW. Also, the community partner is increasing
the scope of their mother-baby follow-up program to help trace leaks in the PMTCT cascade
Namibia will scale the MBFU program to all 14 regions.In addition, the facility partner is
monitoring all PBFW with a high VL or i nterruption in treatment (11T) and formalizing a
collaboration with the community partner to prioritize community tracing of these women and
re-engage them in care promptly. Facility tracking and community tracing of PBFW ensuring
linkage to ART, adherene to ART, & VL testingwill be scaled One ofthe major COP22 goals is
to improve data availability and use to understand and address current program gaps and
eliminate mother -to-child transmission in Namibia. A program solution that will address this is
to scale RTracker to every site and have it used by the facility to monitor their own PMTCT
program. Addressing gaps at the local level will have the greatest impact.
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Fig2.1.4 PMTCT Results FY22, Q1, PEPFAR MER Reporting & MOHSSreporting

: * Number of pregnant women attending ANC1 stabilizing
? « Uptake of Maternal Testing at ANC1 is 98%
* Newly tested ANC1 yield is 2% & post ANC1 yield is 4%
E  ART Coverage among pregnant women is 97%
@ . VL coverage of pregnant women is 55%*

2-month 6%
[~ 2 2-monti 94
* Data from MoHSS DHIS2

TB/HIV

Namibia has one of the highestincidences of TB per capita and is ranked by the World Health
Organization (WHO) among the top 30 high TB and TB/HIV burden countries in the world. The
2018 TB Disease Prevalence Survey (DPS) confirmtig high incidence of TB, reporting the rate

of bacteriologically confirmed TB as 465/100,000 (95% CI: 34690). In 2020, the country

recorded 6,537TB cases (57%dult male, 336 adult females, and10% children with a case
notification rate (CNR) of 263100,000. Most of the cases were aged 28! years. The high case
load is attributed mainly to the HIV epidemic as reflected by an HIV prevalence rate of 6
among TB patients in 2020. In FY2 the rate of TB patients with known HIV status was 99% with
97% ART initiation among those who testedHIV -positive. The WHO estimates of disease burden
for 2020, indicates a TB treatment coverage of 56% in Namibia.

Drug-resistant TB(DR-TB) is one of the greatest threats to ending TB in Namibia. The last anti
TBdrug resistance survey (DRS) in 2015/6 showed MDRB prevalence of 3.9% and 8.7% among
new and previously treated patients respectively. In 2020, a total of 218 patients witlDR-TB were
notified. Of these, 214 cases were notified as having confirmed dgiresistant and an additional
four (4) patients were started on second line anti TB treatment on clinical diagnosis. In 2020, 99%
of DR-TB had known HIV status. Out of those patients, 38% were HIVpositive, and 99% of HIV-
positive DR-TB patients were on ART.

HIV Testing Services (HTS)

Namibia has made significant progress in scaling up targeted case finding strategies to all parts of

the country and population groups. According to data from NAMPHIA (2019) 86% of adults

between the age of 15 and 64 yeawsho are living with HIV know their status (79.6%of men and

89.5% of women). This shows an improvement from the 75.6% (62.6%f men and 79.6%of

women) reported from the 2013 Namibia Demographic and Health Survey (NDHS). As seen in

Figure 2.1.5the 20223 PAAOOOI A OOEI AOGAO percaiqud AR HID kWA ®now AT EAE A
their HIV status is even further along at 94% with steady annual increases over timeFigure 2.1.5

below shows the percentage of PLHIV aware of their status as a trend from 2010 to 20.
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Fig 2.1.5. Percentage known status annual trends: 2021 Spectrum estimates
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According to the 2022 Spectrum estimates, prominent case finding gaps are among males aged
20-2 years (highlighted with red circle) aswell as gapsamong younger ages Female coverage
stands at 94%whilst males arelagging standing at 85%, asillustrated below in Figure 2.1.6.

Fig 2.1.6. Percentage of PLHIV aware of status by age and sex.
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Windhoek and Rosh Pinah Districts havethe lowest ART coverage This could be due to a huge
number of PLHIV receiving their ART in the private sector in these urban and mining districts.
Private sector data are not accounted for in this analysis as private sector ART data is not
disaggregated by district. This urderrepresents the true ART coverage in these districts. Although
itis very likely that the private sector accounts for much of this gap, PEPFAR Namibia continues
to target efforts in these districts as well as other districts where gaps exist.

Voluntary Medical Male Circumcision (VMMC)

Data validation and modeled national coverage for VMMC among priority age groups of 129
years old is 63% (Data validation Decision Makers Program Planning Tool, DMPP-2020/2021),
which is less than the recommended 8@ target to achieve a population levelimpact in epidemic
control (Figure 2.17).
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Fig 2.17Progress towards 80% VMMC coverage

Progress towards 80% Coverage among 15-29 years
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National VMMC coverage for men 15-29 years old is at 63%

The MOHSS scaledup the VMMC communication and demand creation activities tailored to the
priority age band. PEPFAR Namibia collabora¢d with MOHSS as part of these demand creation
activities, working with community mobilizers and government structures to promote the

benefits of VMMC and increase uptake among young people aged 159 years.The program
conducted tailored print and social media demand creation activities during the high VMMC
season from May to September. Due to expansion of service access and demand genenat
efforts, the PEPFAR VMMC program supported MOHSS to achieve saturation (80%) in three
regionswith an additional six regions near to saturation. At the end of FY21, the PEPFARamibia
program reported 17,78§78% of 22,695) achievement, 100% of circuaisions conducted above 15
years of age target population and 82% of thesamong 1529 years (Annual Progress Report [APR]
ail avyqgs 0%0&! 2 . Al EA E AT® Gchieévé thisy tile p@ranQik o hEl® a ¢ hT T 1
saturate an additional six regions in COR21 and COP22PEPFAR Namibiaexpectsto increase the
national coverage from 63% to 75%by the end of COP22

Orphans and Vulnerable Children (OVC)

The HIV epidemic in Namibia has generated a large population of orphans and vulnerable
children. Approximat ely 250,000 children in Namibia are considered vulnerable (NAC 2018
2022). According to the UNAIDS Spectrum 202estimates, Namibia has roughlyl6,990children
under the age of20 living with HIV. Spectrum 2022 estimates the number of orphans to be
56,422 Among 1519year-olds, 56.6% girls and 74.2% boys had never been tested for HIV
(NDHS, 2013). Wih increased ART coverage, children are living longer and, now require
sufficient HIV care and support services, including sexual violence prevention.In Q1 FY22, there
were 12,134hildren 0-20 years on ART, of which 6% (7,675)were enrolled in the comprehensive
OVC program. This leaves an OVC coverage gap 4f459 HIV-positive children on ART that will
be targeted for enrollment in the OVC program in COP21 and COP22. Approximatek0,790
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(77% of the FY22 targetere provided with the comprehensive package of OVCatrvices (Figure
2.1.21

Fig.2.18. Number of OVC performance: FY2 2Q1OVCSERVE

FY22 Q1 OVC Program Performance
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40,790 OVCs were served in FY22 Q1, which represents 77% of the annual target to
serve 53,166 OVCs

In Namibia, children and women are disproportionately disadvantaged by poverty, with up to

56% of children either living in poverty or at risk of becoming poor. Simultaneously, in 2016

204,162 children were on social grants for vulnerable children and 58% of those eligible were not

receiving grants, according to the National Statistical Agency of Namibia. More than half of

. AT EAEA8O AEEI AOAT AT 1106 Al ipi AOA POEI AOU OAEIT T
important social protection mechanisms in Namibia. Household economic strengthening

activities implemented through USG-funded partners are complementary, leveraging government

resources with support for money management, additional savings, nutritional information, and

food security initiatives.

Gender Inequalities

In Namibia, gender norms and genderspecific roles are deeply entrenched.Due to cultural and
economic gender inequalities, women and girls are the most affected by the HIV epidemic, with
some unable to protect themselves fromacquiring HIV. Cultural norms that inhib it health -

seeking behaviors in men and boyss well asmembers of the LGBTQI community also contribute

to HIVrisk. Both girls and boys face high rates of physical and sexual violencesowever, girls
experience higher rates of sexual violence than boys while boys experience higher rates of physical
violence. ! AAT OAET ¢ OF . AT EAEA8O 6EITATAA ' CAET OO #EEI
of girls and 41% of boys experience physical®ence by the age of 18 Further, 12% of girls and 7%
of boys experience sexual violence by the age of 18 and, 7% ef28year-old girls and women
experience physically forced or coerced sexual intercourse at their first experience of sexual
intercourse.
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While the GRN has approved various progressive laws and policies to address inequalities
between men and women, limited allocation of financial and human resourcesmakesfull
implementation difficult . Datais lacking on rates ofgender-based violence(GBV) against key
populations, including men who have sex with men and transgenderwomen, but GBVis known

to impact access to health services both from perceived and actual experience# recent study at
the global level has shown that criminalization of same sexbehavioris associated with 11 percent
lower knowledge of HIV status and eight percent lower viral load suppressionand

criminalization of sex work is associated with 10 percent lower knowledge of HIV status and six
percent lower viral suppresson. This shows the impact of laws and policies that are rooted in
gender norms.

Key Populations

Key populations (KP) in Namibia, especially men who have sex with men (MSM), female sex
workers (FSW), and transgender women (TGW) are at high risk of HIV In COP22 PEPFAR
Namibia hasadded men who purchase sex (MWPS) as a priority population to link to FSWs.
Based on the Namibia Integrated Biological and Behavioral Survey (NAMBBS) conducted in
2019, HIV prevalence was high among FSW: 21.3% in WindhoelQ.3% in Walvis Bay and 44.2%
in Katima Mulilo. Viral load suppressionamong FSWwas 52.0% in Windhoek, 30.1% in Walvis
Bay and 75.8% in Katima Mulila HIV prevalence among MSM was relatively consistent with that
of adult men in the general populations of their respective regionsas estimated in NAMPHIA:
8.4%among MSMvs.7.2%among adult menin Khomas (Windhoek) and 9.7% vs. 7.5% in Erongo
(Walvis Bay/Swakopmund). Coverage of ART among KPs who had known HIV status was
comparable to estimates from NAMPHIA but viral load suppression rates were low 76.1% in
Windhoek and 55.8% in Walvis Bay.Approximately 60% of MSM testing positive for syphilis

were also HIV-positve. S« ECOOA a8Y8Yda AAOAOEAAO 0%w0&! 2 . Al EAEA
achievements.

Fig 2.19 Program Overview and FY21 Q1 Achievement

Program Overview and FY21 and FY22 Q1 Achievement

---------------

USAID supports the MOHSS's Key
Population programming through KP-STAR:
o Locally-led partner IntraHealth

Namibia
o 8 Sub Partners .
B Walvis Bay Corridor Group (WBCG) g ek ction
B Wings to Transcend Namibia Trust (KP_PREV)
(WTTN)
W IntraHealth International (IHI)
W Society for Women Empowerment |
Trust (SWET) a-a’ e ] °
W Voice of Hope Trust (VHT) e i == =
B Diversity LGBTITQ Human Rights
| |

— s —
Advocacy Association Namibia '
MPower Community Trust (MPower)
and
OVIGUMS S roled 0N pee-
B Harmony for All Movement (HAM) oot BT e (e o provert
their indduals Tive bees ied 10 DeSiment and have

e Target populations: v ndecton s e ot perod ndduals RAVE been tested and provded  tnked 1O e
fo] Female Sex Workers e testing results (HTS_POS) viral load suppression (TX_NEW TX_WLS)
o Men who have sex with men

: IAG ; e Previous KP programming under KPIF has fully transitioned to KP-Star
en who purchase sex (new in :
COP22) Mechanism

e Program implementation is in 10 PGAs along the major Trans-Kalahari
and Walvis Bay Corridor
o ASAP mechanism provides Capacity Building support.
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The NAM-IBBS findings help to provide a baseline, but they do differ from programmatic results.
PEPFARsupported programs showed a 99% linkage to treatmenin FY2Jand 100% in FY22 Q1, an
increasefrom 96% in FY20 among diagnosed KPsPrograms also achieved®7% viral load
suppression rate for both the FY21 and FY2Q1, up from 94% in FY2(see Figure2.1.2). In FY23,
PEPFAR Namibia will continue to use the findings from the NAM-IBBS, the Small Area
Estimation, Preliminary HIV Risk Hotspot Mapping and Key Population Size Estimate innine
PGUs in Namibia (Dec 2021)and PrEP Study Reportas well as findings fran the community -led
monitoring (CLM) and to inform program design and improve program implementation in

COP22.

Pre-Exposure Prophylaxis (PrEP)

Namibia included PrEPIn its National Strategic Framework for HIV and AIDS (2017/2018 to
2021/2022) as a prevention strategy for population groups at substantial risk of acquiring HIV
infection. In 2021, the MOHSS has included the dapivirine vaginal ring (DVR) and longacting
cabotegravir injection (CAB-LA) in the national HIV clinical guideline as an alternative to oral
PreP to support the implementation of both products when they become available. In FY21,
18,340 clients were newly initiated on oral PrEPwhich represents an 86% progress towards
annual target, compared to 75% achievement in FY20The increase is attributed to innovative
and targeted demand creation through peerto-peer engagement and virtual platforms as well as
active screening and peer referrals.

In COP22, PEPFAR Namibia will continue to provide technical assistance to the MOHSS in
adopting the WHO PrEP guidelines, demand creation with targeted messaging for priority
populations, PrEP scaleup and integration in routine maternal care, and introduction o f new
PreP biomedical products. The program continues to use datato inform priority prevention
interventions targeting people at substantial risk of acquiring HIV, such asadolescent women and
young peopleagel524, key populationsincluding MSM, TG, and FSWs, pegnant and
breastfeeding women, highrisk negative sexual contacts of index clientsand anyone testing HI\-
negative at substantial risk for HIV transmission.

Programmatic and Systemic Gaps

The data from NAMPHIA show that Namibia is close to reaching epidemic control, but there are
several systemic and programmatic challenges that create significant barriers to achieving
sustainable epidemic control. The Sustainability Index and Dashboard (2021) highlighted civil
society engagement as a primanand critical vulnerability, as civil society play a pivotal role in
community -based service delivery models and in facilitating access health services for KPs.
Addressing this vulnerability will require the development of a social contracting policy to ensure
that the government continues to leverage the considerable technical capacity in these areas in
civil society. Policy and operational interventions are also required to bolster other vulnerable
elements such as data for decisiormaking, ranging from HRH data to program quality data.
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Table 2.1.1 Host Country Government Results

Table 2.1.1 Host Country Government Results

oy <15 15-24 25+ Source, Year
° Female Male Female Male Female Male
N % N % N % N % N % N % N %
Total Population 2,554,627 100% 470,882 |18.4% 470,822 |18.4% 243,428 |9.5% 240,274 9.4% 508,601 |23.4% 530,619 20.8% Spectrum/Naomi est. for 12/21
HIV Prevalence (%) 8.45% 0.77% 0.77% 7.21% 3.67% 19.16% 13.46% Spectrum/Naomi est. for 12/21
AIDS Deaths (per year) 3,165 100% 10 3.5% m 3.5% 149 4.7% 213 6.7% 1,260 39.8% 1320 41.7% Spectrum est. mid-2022
#PLHIV 215,888 100% 3,603 1.7% 3,614 1.7% 17,550 8.1% 8,807 41% 17,023 54.2% 65,201 30.2% Spectrum/Naomi est. for 12/21
Incidence Rate (Yr) 0.27% 0.04% 0.04% 0.81% 0.22% 0.34% 0.25% Spectrum/Naomi est. for 12/21;
New Infections (Yr) 5,940 1.00 193 3.2% 104 3.3% 1,708 28.8% 461 7.8% 1,069 33.1% 1,416 23.8% Spectrum est. mid-2022
Estimated from annual birth
Annual births 87,475 100 rate and population
projection
% of Pregnant Women 98,146
with at least one ANC[?*™¥ Namibia Program Data
visit
Pregnant women| e
needing ARVs 14,072 Namibia Program Data
Orphans (maternal,
paternal, double) 56,422 Spectrum est. 2022
Notified TB cases (Yr) |6,537 100% 305 4.7% 330 5.0% 457 7.0% 462 7.1% 1702 26.0% 3281 50.2% National Tuberculosis and
% of TB cases that are] - - . - o - " Leprosy Program (NTLP) 2020
HIV infected 1,004 30.5% 22 7.2% 25 7.6% 929 21.7% 54 1.7% 720 42.3% 997 30.4% Annual Report
% of Males Circumcised 684,584 421% 216,476  [36.0% 103,104 79.8% 274,014 50.8% COP22 DataPack and DMPPT
x ‘Windhoek) 67
Estimated Population (2‘;1;;‘(“ indhoek) 670 IBBS. 201
Size of MSM* ity . 23009
Bay/ )
8.4% (Windhoek)
MSM HIV Prevalence 9.7% (Walvis IBBS, 2019
Bay/Swal a
2,440 (Windhoek) 970
Estimated Population|(Walvis IBBS
Size of FSW Bay/Swakopmund) h 209
890 (Katima Mulilo)
20.9% (Windhoek)
21.2% (Walvis
FSW HIV Prevalence Bay/Swakopmund) IBBS, 2019

43.6% (Katima
Mulilo)

Estimated Population

Size of PWID N
PWID HIV Prevalence |N/A
Estimated  Size  of]
Priority Populations|N/A
(specify)

Estimated  Size  of]
Priority Populations|N/A
Prevalence (specify)

~If presenting size estimate data would compromise the safety of this population, please do not enter it in this table.

Cite sources:
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Table 2.1.2:95-95-95 cascade: HIV diagnosis, treatment and viral suppression

Table 2.1.2 95-95-95 cascade: HIV diagnosis, treatment and viral suppression
Epidemiologic Data HIV Treatment and Viral Suppression HIv Tesi.lng and Linkage to ART
Within the Last Year
. - Diagnosed .
Totgl Popglatlon HIV Prevalence Estimated Total On ART* ART Coverage (%), of ) ) Tested for HIV Initiated
Size Estimate* PLHIV* X Viral Suppression HIV*+* " on ART***
those aware of their (%) Positive***
- 0
PLHIV diagnosed* HIV+ status
(#) (%) (#) (#)g (#) (#) #) (#)
Total . 2,554,627 8.5% 215,888 201,765 195,677 97.0% 92.4% 344,458 12,744 10,079
population
Populati
opulaton g1 704 0.8% 7,217 6,590 6,184 93.8% 83.5% 9,233 241 336
<15 years
Men 15-24
y:ﬁ:s 240,274 3.7% 8,807 7,767 7,159 92.2% 78.0% 17,993 286 281
Men 25+
years 530,619 12.3% 65,291 60,497 55,781 92.2% 92.3% 72,405 3,983 3,189
Women 15
24 years 243,428 7.2% 17,550 15,923 15,923 100.0% 86.3% 90,268 2,415 1,782
Women
598,601 19.5% 117,023 110,988 110,629 99.7% 94.6% 154,559 5,819 4,491
25+ years
2,210* (Windhoek) |8.4%** (Windhoek) 186** (Windhoek) 119* (Windhoek) 32*97** (Windhoek) 81.9% (Windhoek) 76.1% (Windhoek)
MSM 670* (Walvis 9.7%** (Walvis 65** (Walvis (Walvis 27* (Walvis 84.0% (Walvis 55.8% (Walvis 2495 198 191
Bay/Swakopmund) |Bay/Swakopmund) Bay/Swakopmund) |Bay/Swakopmund) |Bay/Swakopmund) |Bay/Swakopmund) Bay/Swakopmund)
2,440 (Windhoek) |20.9%** (Windhoek) 510**(Windhoek) 251* (Windhoek) 183** (Windhoek) 72.9%* (Windhoek) |52.4% (Windhoek)
FSW 970* (Walvis 21.2%** (Walvis 206** (Walvis 106** (Walvis 95* (Walvis 89.8% (Walvis 31.2% (Walvis 8502 614 603
Bay/Swakopmund) |Bay/Swakopmund) Bay/Swakopmund) |Bay/Swakopmund) |Bay/Swakopmund) |Bay/Swakopmund) Bay/Swakopmund)
890* (Katima Mulilo) |43.6%** (Katima Mulilo) |388** (Katima Mulilo) | 100** (Katima Mulilo) |97** (Katima Mulilo) |96.7% (Katima Mulilo) |75.5% (Katima Mulilo)
PWID N/A
Priority
Pop N/A
(specify)

* UNAIDS 2022 Naomi District Estimates, February 2022 version for Dec 2021
*|BBS, 2019
** MOHSS Program Data incl NIP
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2.2 New Activities and Areas of Focus for COP22, Including Focus on Client

ART Continuity

The Namibia COP22strategic approach isto sustain the impact of years of PEPFAR investment
and partnership with the Namibian people in the response to HIV/AIDS by employing targeted
and innovative approaches The goal of these igo prevent new infections, reduce the mortality
rates due to AIDS, and strengthen the systems that underpin a robust public health system that
can endure the impact of unexpected externakhocks, while providing person-centered health
services.

.Ax ET #/0a4aa xEI1 AA 0%0&! 2860 AT EAT AAA O0OPDPI 00 Oi
Management (QM) Strategy launched in March 2022. The QM collaborative approach will
continue with expanded new Continuous Quality Improvement ( CQI) initiatives in all program
areas acrossthe HIV cascade. For casefinding, PEPFAR Namibiawill focus on index testing,
recency, and linkage to care.The aim is to continue to improve retention to care, VL suppresson
for patients 0-24 years with intensive focus on disclosurepediatric- and adolescentfriendly
services and improvement in specimen collection and transportation. For maternal and child
health, PEPFAR Namibiawill continue to improve maternal retesting, VLS,and EID, as well as
improve the number of infants who know their HIV status at 18-24 months or after cessation of
breastfeeding (nfant final outcome z PMTCT_FO).

The goalfor client ART continuity is to achieve durableVL suppression in over 95% of all sub
populations. Interventions that are designed to bothprevent loss of patients and beresponsive to
the needs of patients in the cycle of interruption and return to ART will be implement ed.
Continuity in care or return to care interventions will include equitable DSD models for all
subpopulations, 6MMD, and responsive tracing and posttracing services. Innovative
technologies, such as the PeleBox lockers an8MS reminders will be maintained to support
uninterrupted and on -time pill pickups.

In COP22 PEPFAR Namibia aimgo increase TB case finding and decrease TB morbidity and
mortality. This will include continued CQI activities, including a death audit, and continued
strengthening of the TB/HIV reporting system utilizing the DHIS2 tracker. The main emphasis for
the period will be on intensified TB case finding.

With regards to services for children, adolescents, and young peoplegur goal is to improve data
availability and use to understand and address current program gaps andchieve greater than
90%VL suppression amongthis population. Srategiessuch asscaling MMD, further expansion of
adolescent peer support modelsand comprehensive case managementill be used toimprov e
adherence and retention. PEPFAR Namibiawill expand access to childfriendly services at the
facility, provide quality and equitable pediatric care across sites, and supporsocial service
provision throug h the OVC program inclusive of mental health support.

For the PMTCT program, the goal is to improve data availability and use to understand and
address current program gaps and eliminate mothefto-child transmission in Namibia. This is to
timely identif y new infections and linkage to services among infants, adherence to treatment and
VL suppression,ensuring al HEIs access timely scheduled EID serviceandtreatment, and
wraparound services for holistic support

For cervical cancer n COP22,the program plansto scale up CXCA services byintroducing a new
CQI collaborative to improve implementation of CXCA screeningoy HCWSs; treatment as well as
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to improve diagnostic and treatment competence. The national electronic systemwill be
reviewedto incorporate a CXCA cohort tracking to improve re-screening and posttreatment
follow-up rates. A phasebased HPV DNA testing &triage to offer alternative CXCA screening
methods will be introduced and training of HCW and clients on HPV selfsamplewill be
conducted.

Laboratory priorities in COP22will maintain those laid out in the previous two COPs. PEPFAR
Namibia will continue to focus on diagnostic network optimization to improve access to pediatric
VL, EID, and TBdiagnostics, specimen transport and results return,CQI, data systems
strengthening, and special projects for epidemic control. New to COP22 is the @dition of HPV
testing to select district-level GeneXpert sites, addition of TB molecular testing to the Abbott
m2000 to diversify platforms and assays available for TB testing, and expansion of SMS results
return to include direct texts to clinical mentor s to alert them to positive EID patients, positive TB
patients and high viral loads detected in priority populations to highlight the need for action at
the clinical level for these results.

In COP22, the OVC program will support enhancedpsychosaocial sugort for families and OVC by
government social workers The DREAMS program will fully transition to local partner
implementation through new procurements. Given planned saturation intwo DREAMS districts
in COP21, a maintenance packageill be rolled out in those districts while expanding in two new
districts in Kavango West in the second half of the year under the new local partner mechanisms.

0%0&! 2 . AisieghAoEsdigplpchain and commodities for COP22 is focused both on the
present, by providing program critical support to the MOHSSand CMS and the future catalyzing
progress toward the ideal health supply chain for the country. PEPFAR Namibiawill continue to
work closely with the MOHSS and other stakeholders to enhance and institutionalize data use to
mitigate risk, address wastage and other inefficiencies, and establish systems for increased
transparency and accountability. Finally, accelerated efforts will be targeted toward a more
modernized health supply chain for Namibia, through a network optimization analysis to define
the ideal supply chainand collaboration with the MOHSSand the Ministry of Finance.

2.3Investment Profile

Although the direct health impact of COVID -19 has been severe, the economic impact on the
health sector may ultimately prove to be even more consequential.As shown in figure 2.3.1 the
global median change in GDP was 0.9% from 2019 to 2020, followed by 3.9% from 2020 to 2021.
While it rebounded to 11.4% from 2021 to 2022, overall growth remains belopve-pandemic
projections. PEPFAR countries fared better, with a 3.0% increase from 2019 to 2020, followed by a
contraction of 1.9% and then an expansion of 11.7% from 2021 to 20%hile almost all PEPFAR
countries are estimated to see steady GDP growtin 2022 and beyond, their growth remains

below pre-pandemic projections, in contrast to the global economy which is estimated to have
almost fully recovered.
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Figure 2.3.1 Real GDP Change (Percent change from previous year), country groupings and PEPFAR
countries

2019 2020 2021
Country Groupings
Overall PEPFAR Country Median f30% -1.9% || 7%
Global Median | 0.9% -3.9% B 11.4%
PEPFAR Country
Angola B 56
Botswana -1.9% | B o2 B i6.9%
| Namibia [ EX - B 14.0%
South Africa -4.2% B -35%

Source: Oum S, Kates J, and WexlI®@roMm:PEEEARO@ cnt mpast ooKalCO¥It DFami |
(Feb. 2022). https://www.kff.org/report-section/economic-impact-of-covid-19-on-pepfar-countries-issue-brief/

Namibia has been in a recession since 2016, with GDP contracting annually by 0.5% from 2017 to

2019.& 01T I &l Yy O aiainh EO AT 1 OOAAOAA AU pB8Yrh OEA
14.7% from 2020 to 2021Like other PEPFAR countries, it also rebounded to 14.0% in 2021, but did

not emerge entirely unscathed and faces an uphill battle to return to positive overall growth.

417 EET AT AR OEA #/6)3$ OAODPITOA AT A OOPDPI OO . Al EAE/
loans from international lenders, including for the first time from the International Monetary

Fund. Namibiais classified as an uppemiddle -income country which prevents access to softer

borrowing rates that lower income countries canobtain. As shown in figure 2.3.2, the debtto-

GDP ratio in Namibia has climbed steadily from 48.4% in 2018/19 to 67.3% in the FY thanhded in

March 2022 (i.e., 2021/22). It is projected to continue to increase over the next few years.

Figure 2.3.2 Namibia Debt -to-GDP Ratio, 2018-2025.

Source: Republic of Namibia, Estimates of Revenue, Income & Expenditure, 2022/23 i 2024/25. Accessed at:
https://mof.gov.na/budget
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